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Appendix 1

X4-001

National HCFA 1500 Claim Form Sample

SICA

HEALTH INSURANCE CLAIM FORM

1. MEDICARE MEDICAID CHAMPUS CHAMPVA
” d #) (Sponsor's SSN)

(Last Name. Name. Middie innal)

2 PA

HEALTH PLAN __ BLK LUNG
(VA Fils 8) (SSN or 1D} (SSN)
‘QWIWQ. A
I CYY SEX

FECA OTHER

00

——
GROUP

PICA

1a. INSURED'S L.D. NUMBER (FOR PROGRAM IN ITEM t)

w1 *f[]

4. INSURED'S NAME (Last Name. First Name. Muddie insial)

5. PATIENT'S ADDRESS (No., Swest)

6. PATIENT RELATIONSHIP TO INSURED

sor [] spoves[ ] oraa[ ] owel ]

8. PATIENT STATUS -

7. INSURED'S ADODRESS (No.. Street)

cy STATE

sege[ (] wamea[] o []

cIry STATE
2w CODE TELEPHONE (include Area Code)
9. OTHER INSURED'S NAME (Last Name. First Name. Middie inisal)

2. OTHER INSURED'S POLICY OR GROUP NUMBER

bOTNERNSQﬁEDSDATEOFBﬁTH SEX
Yy

Fu)

T —
¢. EMPLOYER'S NAME OR SCHOOL NAME

L

Employed Full-Time Pant-Time
10. IS PATIENT'S CON| LA !

2P CODE TELEPHONE (INCLUDE AREA CODE)
l ( )

11. INSURED'S POLICY GROUP OR FECA NUMBER

a. EMPLOYMENT? (CURRENT OR PREVIOUS)

DVES DNO

“WSURED'S DATE OF BIRTH
: B O TS oW

! ! '] D

SEX

o

.__._—_——-—-

b. EMPLOYER'S NAME OR SCHOOL NAME

. AUTO ACCIDENT? PLACE (State)
Dvss Duo .
¢. OTHER ACCIDENT?
YES Duo

. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

NEAD BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORIL
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | msthorize the releass of any medicel or 0ther information necessary
IM.-M 1 880 request payment of govermment benelits either 10 myssit of 10 the ary who acOSRLS a8epNMent

10¢. RESERVED FOR LOCAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?
DYBS D NO # yos, reumn 10 and compiete em 9 8-d.

PATIENT AND INSURED INFORMATION ———————>|<4—CARRIER —)>

DATE

LLNESS (First m)Oﬂ
Accident)

1. DATE %CU‘RENT ‘ f Ton
PREGNANCY(LMP)

S —
15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS.
GIVE FIRST DATE

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authonze
payment of medical bensfits 10 the UNdersigned physician or supplier for
arvices described below.

SIGNED
16. DATES PATIENT UNABLE TO WORK IN RENT%OUPAT
6. O W . DD :W GU&‘ \ Wm

A R ivdlee L e
17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE

17a. LD. NUMBER OF REFERRING PHYSICIAN

— e -
18. HOSPITALIZATION DATES RELATED TO CURRENT SERVKCES
B0 YY 10 Ma , DO | YY
! ' .

19. RESERVED FOR LOCAL USE

[21. DIAGNOBIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2.3 OR 4 TO ITEM 24E BY LINE)

$ CHARGES

e — a
2 | e
24.__A
FoDATE(S) OF SEAVICE,
MM DO YY MM DO

l COOE Iomomasruo
—_ 2. AUTHORIZATION NUMBER
3 G | H 1 J K
RESERVED FOR
OR | Famiy
$ CHARGES wniTs| e | EMG | COB LOCAL USE

%

SSN EIN

i

25. FEDERAL TAX 1.D. NUMBER

I
, 26. PATIENT'S ACCOUNT NO.

27 ACCEPT ASSIGNMENT
For govt. clawns, IOOM)

ves [] mo

28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE

$ i $ ) H

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
{1 centity that the statements on the feverse .
apply 10 Pus bl and are made & parnt thereo!.) ’

|

SIGNED DATE !

. 32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE
RENDERED (If other than home or ofice)

33. PHYSICIAN'S, SUPPLIER'S BILLING NAME, ADDRESS. ZIP CODE
& PHONE #

J G_RP'

PHYSICIAN OR SUPPLIER INFORMATION

(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88)

PLEASE PRINT OR TYPE

FORM HCFA-1500 (U2) (12-90
FORM OWCP-1500 FORM RRB-1500



